Background. Work absences due to depression are prevalent; however, few interventions exist to address the return-to-work challenges following a depressive episode. Purpose. This mixed-methods study aimed to (a) evaluate the effectiveness of cognitive work hardening in preparing people with depression to return to work and (b) identify key elements of the intervention. Method. A single group (n ¼ 21) pretest-posttest study design was used incorporating self-report measures (Work Ability Index, Multidimensional Assessment of Fatigue, Beck Depression Inventory II) with interviews at intervention completion and at 3-month follow-up. Descriptive statistics, paired-samples t test, and content analysis were used to analyze the data. Findings. Work ability, fatigue, and depression severity significantly improved postintervention. Participants identified structure, work simulations, realism of simulated work environment, support, and education as key intervention elements. Implications. Findings underscore an occupationally focused return-to-work intervention for people recovering from depression with potential for wider adoption and future research.
D epression has been identified as a leading cause of disability worldwide and a major contributor to the global burden of disease (Marcus, Yasamy, van Ommeren, Chisholm, & Saxena, 2012; World Health Organization, 2012) . It is one of the most common mental disorders in the workforce and is often associated with protracted sick leave and difficult return-to-work (RTW) trajectories (Chenier, 2013; Myette, 2008; Thorpe & Chenier, 2013) .
Depression has a range of potential impacts on work function, with fatigue-a core depressive symptom-impacting cognitive function as manifested in reduced concentration, forgetfulness, lack of alertness, and impaired decision-making skills (Demyttenaere, De Fruyt, & Stahl, 2005; Kim, Cranor, & Ryu, 2009; Ricci, Chee, Lorandeau, & Berger, 2007) . These cognitive difficulties can result in work limitations, such as reduced ability to complete a task, difficulty with multitasking, and inability to meet deadlines (Demyttenaere et al., 2005; Lam et al., 2013; Swindle, Kroenke, & Braun, 2001) . Furthermore, the lack of a routine and a crippling lack of self-confidence associated with depression contribute to a sense of hopelessness and lack of purpose that can erode motivation and function (Mee & Sumsion, 2001) .
Depression is associated with substantial economic costs to employers and society. Mental health claims encompass the fastest growing category of disability costs in Canada (Canada Safety Council, 2015; Sroujian, 2003) and account for approximately 30% to 40% of disability claims (Mental Health Commission of Canada, 2013) . This rate of claims reflects approximately 70% of total disability claim costs among Canadian companies, $15 billion to $33 billion annually (Dewa, Chau, & Dermer, 2010) . Dewa, McDaid, and Ettner (2007) found similar trends internationally (e.g., Sweden, the Netherlands, England, and the United States) in costs due to lost productivity and absenteeism resulting from mental health problems.
In Canada, a person no longer able to work due to depression often goes on a medical disability leave and collects insurance disability benefits, providing some income protection (Bilsker, Wiseman, & Gilbert, 2006; Schjerning & Norwood, 2010) . Disability benefits are paid by the insurer until the employee is deemed ready to return to work. While on medical leave, treatment to alleviate depressive symptoms may include psychotropic medications, psychotherapy, and/or psychological support. However, clinical improvement does not necessarily result in full recovery of job performance, often due to residual effects of the depression and associated functional impairments (e.g., impaired concentration, memory, decision making, task performance) despite being deemed medically fit to return to work (Adler et al., 2006; Bender & Farvolden, 2008; Chenier, 2013; Greer, Kurian, & Trivedi, 2010; Thorpe & Chenier, 2013) .
RTW interventions for people with depression discussed in the literature include cognitive behavioural therapy with a focus on work (Blonk, Brenninkmeijer, Lagerveld, & Houtman, 2006) , adjuvant occupational therapy (Hees, de Vries, & Koeter, 2013 ; Hees, Koeter, de Vries, Ooteman, & Schene, 2010; Schene, Koeter, Kikkert, Swinkels, & McCrone, 2007) , combinations of clinical and work-related interventions (Wahlin, Ekberg, Persson, Bernfort, & Oberg, 2012) , and collaborative care (Vlasveld et al., 2013) . Although each of these interventions has merit, best practice in the area of RTW for people with depression has not yet been established. However, corroboration exists for the need to rebuild work capacity through a work focus targeting occupational function, identification of RTW barriers, RTW planning with stakeholder support and collaboration (e.g., employer, management), a progressive work reintegration, and support during RTW (Bender & Farvolden, 2008; Bilsker et al., 2006; Lerner & Adler, 2011) .
The need for occupationally based interventions that address work functioning has also been linked to the functional requirements of work being significantly more demanding than those in the home or community (Bade, 2010) and to the reality that some employers are reluctant to have an employee return to work who is not functioning at a minimal requisite level (Jansson & Bjorklund, 2007) .
Cognitive work hardening (CWH) is an occupationally based intervention that bridges the gap between depression symptom improvement and work functioning (Wisenthal, 2004) . It uses work as a treatment modality to address the occupational challenges facing people returning to work following depression (Wisenthal & Krupa, 2013) . CWH is derived from the more classical work hardening, an evidence-based treatment intervention that has largely been provided by occupational therapists to restore work capacities mostly for people with physical injuries and pain (Joy, Lowy, & Mansoor, 2001; Scully-Palmer, 2000; Stratton Johnson, Archer-Heese, CaronPowles, & Dowson, 2001) .
The use of graded work tasks to simulate a person's job demands is common to both forms of work hardening; however, when applied to people recovering from depression, the focus is on the specific residual impairments of this population. In particular, CWH progressively rebuilds the mental energy and cognitive abilities needed for RTW. It promotes selfefficacy through task mastery and facilitates the development of coping strategies that can assist the employee once back at the workplace (Wisenthal & Krupa, 2013) .
There is evidence in the literature that people's perceptions of their ability to perform work tasks and meet role expectations is linked to RTW outcomes and is therefore considered an essential factor in the work rehabilitation process (Brouwer, Reneman, Bultmann, van der Klink, & Groothoff, 2010; Carriere, Thibault, & Sullivan, 2015; D'Amato & Zijlstra, 2010) . Furthermore, change in self-efficacy has been presented as a particularly relevant factor in RTW and has been proposed as an important goal of RTW interventions (Labriola, Lund, Christensen, Albertson, & Bultmann, 2007; Shaw & Huang, 2005) . CWH embodies these concepts by providing markers of work performance that reestablish self-confidence and related worker identity (Wisenthal & Krupa, 2013) .
This research contributes to the body of evidence regarding work hardening and specifically presents empirical data on the effectiveness of cognitive work hardening. In response to the dearth of interventions for people returning to work following depression and in response to the call from researchers for interventions that target occupational functioning to augment clinical improvement of depression, CWH serves to address recovery of job performance.
The unique contribution of this study is the provision of a rigorously studied intervention that informs the field of occupational therapy by contributing to the current evidencebased knowledge and practice regarding RTW for people with depression.
Study Aims
This study aimed (a) to determine if participation in a CWH intervention improved participants' perceptions of their RTW readiness and (b) to identify key elements of CWH that improve RTW status per participants' perceptions. This paper focuses on the quantitative findings that are associated with the first aim. The salient findings associated with the second aim are also provided to give context to and inform the quantitative results. The qualitative findings will be reported in greater detail in another publication.
Method Study Design
A mixed-methods design was used for this study that comprised a quantitative pretest-posttest single-group design, qualitative exit interviews, and 3-month follow-up interviews. This design was chosen to achieve the twofold purpose of the research. The pretest-posttest research design is commonly used in treatment outcome studies (Lindstrom, Hariz, & Bernspang, 2012; Sang & Eria, 2005; Shevil & Finlayson, 2010) . The qualitative design that uses participant feedback to gain insight into an intervention's key elements has been used in the study of occupational rehabilitation programs (Haugli, Maeland, & Magnussen, 2011 
Participants
Recruitment. Participants were drawn from individuals in Ottawa, Ontario, who were off work on medical disability leave, receiving disability benefits from leading Canadianbased insurance companies, and referred to CWH by their insurance carrier representative who was responsible for their RTW planning. They received "usual care" while on disability leave, which could have included the services of a family doctor, psychiatrist, and/or psychologist and possibly psychotropic medication and/or psychotherapy. Additionally, they received CWH before returning to work.
Inclusion/exclusion criteria. The inclusion criteria were (a) age 18 years old or older, (b) basic English reading and writing skills, (c) a medical disability leave due to a primary diagnosis of depression, (d) medical approval to begin the RTW process, and (e) employment as knowledge workers pre-disability. Knowledge workers were defined as employees whose work is mental in nature, involves the manipulation of information, and requires mental power to engage in tasks using cognitive skills, such as planning, conceptualizing, and analyzing, as opposed to employees whose work requires primarily manual skills (Ramirez & Nembhard, 2004) . Exclusion criteria specified individuals with a comorbid mental disorder (e.g., substance-/alcohol-use disorder). These participants were excluded from the research but not from the intervention.
Sample size. The sample size was calculated a priori using GPower 3.1 for pretest-posttest analysis to ensure adequate power to address the primary research objective of assessing change in self-report measures before and after the intervention.
Data Collection
Instrumentation. Data were collected to examine concepts of work ability, fatigue, and depression severity.
Assessing work ability. The Work Ability Index (WAI; Ilmarinen, 2007) is a widely used questionnaire in occupational health and research for the self-assessment of work ability and the evaluation of the effects of intervention programs on work ability (Leppanen, Hopsu, & Klemola, 2005; Marqueze, Voltz, Borges, & Moreno, 2008; Wu, Li, Wang, Wang, & Li, 2006) . Self-rated work ability was included in this study as it has been found to have the strongest association with RTW among health-related measures (Ekberg, Wahlin, Persson, Bernfort, & Oberg, 2015) . The WAI is a direct measure of perceived work ability, and therefore significant improvement on this indicator provides perhaps the most straightforward association between CWH and work readiness.
The WAI is an easy-to-use tool with good internal reliability (Cronbach's alpha of .72), internal validity, and predictive validity and a high level of cross-national stability (de Zwart, FringsDresen, & van Duivenbooden, 2002; Radkiewicz & WiderszalBazyl, 2005) . The WAI consists of seven items that measure a worker's sense of his or her work ability in relation to job demands ("How do you rate your current work ability with respect to the physical/mental demands of your work?"), a worker's health status ("In the following list, mark your diseases or injuries."), impairment due to disease ("Is your illness a hindrance to your current job?"), sick leave during the past year ("How many whole days have you been off work because of a health problem during the past year?"), own prognosis of work ability in 2 years ("Do you believe you will be able to do your current job two years from now?"), and mental resources (e.g., "Have you recently been able to enjoy your regular daily activities?"). WAI scores range from 7 to 49, with higher scores indicating better work ability (de Zwart et al., 2002) .
Assessing fatigue. A measure of fatigue was included because it is a commonly occurring symptom among people with depression and has been associated with cognitive difficulties and poor work performance (Demyttenaere et al., 2005; Kim et al., 2009; Ricci et al., 2007) . Moreover, fatigue has been shown to be a limiting factor in RTW for individuals recovering from depression (Caveen, Dewa, & Goering, 2006; Demyttenaere et al., 2005; Kessler et al., 2008; Lam et al., 2013; Swindle et al., 2001) .
The Multidimensional Assessment of Fatigue (MAF; Belza, 2010) contains 16 items and measures four dimensions of fatigue occurring over the previous week: severity (e.g., "How severe is the fatigue which you have been experiencing?"), distress (e.g., "To what degree has fatigue caused you distress?"), timing (e.g., "Over the past week, how often have you been fatigued?"), and degree of interference in activities of daily living (e.g., "To what degree has fatigue interfered with your ability to work?"). Each item response ranges from 1 (not at all) to 10 (a great deal). MAF scores result in a Global Fatigue Index, which can range from 0 to 50. Higher scores indicate more severe fatigue, fatigue distress, and interference with activities of daily living. The MAF is easy to use and has been shown to have good psychometric properties, including a Cronbach's alpha of .93, convergent validity (r ¼.78, p < .001), and divergent validity (r ¼ .60, p < .001; Belza, Henke, Yelin, Epstein, & Gilliss, 1993; O'Neill & Wolf, 2010) .
Assessing depression severity. The Beck Depression Inventory II (BDI-II; Beck, Steer, & Brown, 1987 ) is one of the most widely used screening measures of depressive symptoms. It consists of 21 items describing different symptoms of depression in which respondents endorse statements that best describe the way they have been feeling over a 2-week period. Each item response is on a 4-point scale. The BDI-II has high reliability with the average coefficient alpha in the high .80s and high concurrent and construct validity with respect to a variety of psychological measures (Beck et al., 1987) .
A measure of depression severity was included as it offers descriptive information about participants at the start of the intervention (i.e., their level of depression when they entered the intervention). Given that CWH targets cognitive abilities and many subelements of depression (e.g., fatigue, concentration), the BDI-II was used to determine if there was a change in depression severity pre-and post-CWH, thus providing insight into the intervention's impact on residual depression symptoms.
It is noteworthy that the BDI-II and the MAF provide selfreport measures of factors shown to impact work readiness (Adler et al., 2006; Bender & Farvolden, 2008; Kessler et al., 2008; Lam et al., 2013) and therefore provide useful insight into factors that likely contribute to changes in work readiness perception.
Demographic information. Participants completed a questionnaire that asked for demographic information, including age, marital status, education, employment, and duration of work disability.
Qualitative information. Each participant completed a postintervention questionnaire that consisted of questions regarding their experience in CWH from the standpoint of various aspects of the intervention (e.g., routine/structure, work stamina, preparation for return to a work environment, preparation for return to job tasks, self-confidence).
Participants engaged in telephone interviews at 3-month follow-up to provide additional feedback on their experiences with CWH and to determine their work status, disability status, engagement in meaningful occupation (if not working), and well-being (if working). For the purpose of this study, disability claim termination was used as an objective measure of rehabilitation success regardless of whether the claimant returned to competitive employment or engaged in other meaningful occupation (e.g., return to school, retraining).
Procedure
Timeline. The study took place over a 3-year period from 2012 to 2015.
Testing. A research assistant (RA) administered the measures and conducted the interviews rendering the treating therapist blind to study participation. The measures were administered before the start of the intervention (T1; baseline/preintervention) and 4 weeks later at intervention completion (T2; discharge/postintervention). Qualitative information was obtained at T2 through open-ended questions via a written questionnaire inquiring about participants' recent experience with the CWH intervention. Questions included "Were there specific elements of your CWH program that stand out for you positively or negatively?" "What helped to prepare you for the work environment?" and "What helped prepare you for your job tasks?" Three months following intervention completion (T3), the RA conducted phone interviews with participants to find out participants' employment status to determine if they had returned to work or if they had remained on disability. For those not at work, the RA asked about their engagement in any meaningful activity (e.g., volunteer work, retraining). For those who had returned to work, the RA inquired about their sense of well-being at work by asking the participants to describe their work experience based on the following categories: working/ many issues (struggling); working/some issues (coping), and working/few or no issues (doing well). Participants were also asked to reflect on their experience with the intervention given the time lag since their participation in the intervention. Follow-up consisted of open-ended questions (similar to those asked at T2) but asked in an interview format and from the perspective of the participants' experiences since completion of the CWH intervention.
Intervention. The treatment intervention was an existing CWH program offered by the first author in a communitybased occupational therapy practice in Ottawa, Ontario. The intervention was provided in a simulated (office) work environment equipped with workstations, computers, software applications, and other resources typically used by a knowledge worker (Wisenthal & Krupa, 2013) .
The intervention typically spanned 4 weeks totaling 31 hr: Week 1, two 2-hr sessions; Week 2, three 2-hr sessions; Week 3, three 3-hr sessions; and Week 4, three 4-hr sessions. The core elements of the CWH intervention were (a) an intake assessment (following referral) to gain insight into the client's reported needs, identify the client's perceived occupational performance issues (e.g., fatigue, cognitive difficulties such as reduced concentration) and RTW barriers (e.g., lack of a routine), and gain an understanding of the client's job demands and duties; (b) customized work simulations based on an analysis of the client's predisability job duties, with work tasks graded in complexity based on cognitive demands, need for multitasking, and deadline requirements (most simulations are computer based using the Internet and software tools, such as Microsoft Office; e.g., researching and summarizing a topic, writing a briefing note, preparing a PowerPoint presentation); (c) pacing techniques to educate clients on the importance of regular breaks for work efficiency and to establish new habits prior to returning to work; and (d) targeted coping and behavioural skill development based on individual need (e.g., time management skills, organizational skills, assertiveness training). Techniques include education, roleplays, coaching, and goal setting (Wisenthal, 2004; Wisenthal & Krupa, 2014) .
Data Analysis
Statistical analyses were performed using SPSS Version 22.0 for Windows (IBM Corp., Armonk, NY). A paired-samples t test was conducted to evaluate whether scores on the three self-report measures (WAI, MAF, BDI-II) differed significantly prior to the CWH intervention (T1) compared to after completing the CWH intervention (T2). Two-tailed tests were used with significance level set at p < .05. Effect size was computed using Cohen's d. Changes in self-report measures (pretest-posttest diff scores) were compared along several demographic variables using one-way ANOVAs to determine if these variables affected how participants responded to the intervention.
Descriptive statistics were applied to participants' responses regarding their work status and sense of well-being at follow-up (T3). This information was analyzed to determine rehabilitation outcome in terms of disability status, engagement in competitive employment, and/or engagement in other meaningful occupation. Well-being encompassed participants' functioning at work (e.g., struggling, coping, doing well) if indeed they were at work at follow-up or the nature of any engagement in meaningful activity if participants were not working but not on disability.
Participants' written feedback (at T2) and verbatim transcriptions of interviews (at T3) were entered into NVivo 10 software. Analysis of participants' feedback was based on a directed approach to content analysis (Elo & Kyngas, 2008; Hsieh & Shannon, 2005; Patton, 2002) , which, in addition to being a qualitative data analysis approach, has been utilized in program development and evaluation (Centers for Disease Control and Prevention, 2009; Taylor-Powell & Renner, 2003) thus making it relevant to this research. The analysis process involved becoming immersed in the data to obtain a sense of the whole, reviewing the data to capture key thoughts or concepts, and coding the data to develop categories. An RA reviewed the codes generated by the first author for the purpose of increasing coding reliability. Any discrepancies in the coding were discussed by the two coders until a consensus was reached.
Frequency of unique respondents referring to each category was tallied to establish the rank ordering and relative importance of categories (Creswell, 2007; Taylor-Powell & Renner, 2003) . Categories referenced by the greatest number of respondents were highest ranked. Such rankings were tracked at T2 (postintervention) and T3 (follow-up). Qualitative data were also used to gain insight into factors relevant to participants' work status and sense of well-being.
Findings Demographics
Twenty-four individuals were invited to participate in the study, with 23 accepting. Two participants aborted the intervention for medical reasons. One participant did not disclose marital or educational status. Characteristics of the participants are provided in Table 1 . Most of the participants were female (62%), had a history of stability in their jobs (employed more than 2 years), had been on disability leave for more than 1 year (67%), and were still experiencing moderate to severe levels of depressive symptoms (62%).
One-way ANOVAs conducted for each of five demographic variables (gender, age, marital status, education, and length of time on disability) to evaluate their relationship with the WAI, MAF, and BDI-II diff scores revealed no significant relationship.
Participants' Perception of their RTW Readiness
Scores on WAI, MAF, and BDI-II improved significantly from pre-to posttest. Improvements in mean scores for all three measures were significant at p < .05, with the WAI and the BDI-II showing significance at p < .01. Large effects sizes were shown in the BDI-II (d ¼ 1.09) and the WAI (d ¼ 1.02), with a medium effect size (d ¼ .53) in the MAF (see Table 2 ).
Descriptive statistics applied to participants' BDI-II total scores revealed scores ranged from 6 to 48 at baseline (M ¼ 25.67, SD ¼ 12.05) and from 0 to 39 at T2 (M ¼ 14.67, SD ¼ 10.46). Mean scores reflect moderate depression severity (20 to 28) at baseline and mild depression severity (14 to 19) at T2. The distribution in BDI-II scores by severity level is illustrated in Figure 1 and shows a marked shift from higher to lower severity levels after the intervention.
Work Status and Well-Being
At 3-month follow-up, 16 of the 21 participants were off disability leave, and five remained on disability. Of the 16 who were off disability, 12 were working and four were not working. Reasons for not working were having resigned, having been laid off, or (in one case) having experienced a physical injury necessitating a new (non-depression-related) disability leave. Among the 12 who were working, 11 reported to be either coping or doing well, and one reported to be struggling.
Key Intervention Elements and Main Gains
Qualitative data analysis from T2 feedback and follow-up interviews produced two categories that highlighted participants' experiences in CWH: (a) intervention elements important to RTW preparation and (b) overall gains from CWH participation. A ranking analysis of participant responses showed the following most frequently reported intervention elements: structure, simulations, the environment, videos, coaching, occupational therapist feedback, pacing education, and role-plays. The most common gains were routine, selfconfidence, stamina, cognitive abilities, coping strategies, technical renewal, pacing strategies, and feelings of self-efficacy. Some of these gains are captured in Table 3 with corresponding participant quotations.
Discussion
This research aimed to evaluate the effectiveness of CWH in preparing people to return to work following a depressive episode. Findings showed significant improvements occurred in self-reported measures of work ability, fatigue, and depression severity following completion of the CWH intervention under study. Large effect sizes were obtained in improved work ability and reduced depression severity, while a medium effect size was obtained in fatigue reduction. Given that these factors have been found to play an important role in RTW, the study findings lend support to CWH having effected positive change in perceived work readiness.
The distribution of depression severity scores showed a marked shift from higher to lower severity following the intervention. The most notable changes were reduction in the severe category (from nine to two participants) and increase in the minimal category (from five to 10 participants). These results build support for the positive effect of CWH on depression severity-a factor highlighted by several researchers as having impact on work functioning and work outcomes (Greco, Eckert, & Kroenke, 2004; Simon, von Korff, & Lin, 2005) . It is noteworthy that more than half of the participants had depression scores in the moderate to severe range when they started the intervention despite the majority of participants having been off work on disability leave for depression for more than a year. Therefore, the findings raise questions about whether interventions such as CWH and/or other intervention programs that actively engage individuals with depression in occupation-based or other meaningful activity might begin earlier in the RTW process as a part of standard care for depression. The potential benefits of such early engagement have been raised in a scoping review that included a range of chronic diseases, including depression (Hand, Law, & McColl, 2011) .
Determination of participants' work status was a study objective. At 3-month follow-up, 16 of the 21 participants reported they were no longer receiving disability benefits, representing a 76% success rate. This is in line with RTW success rates that have been reported by other researchers (75%; Sang & Eria, 2005; and 76.6%; Scully-Palmer, 2000) who have conducted outcome studies with workers participating in classical work hardening. These outcomes are juxtaposed against findings by Thorpe and Chenier (2013) , reporting on research conducted by the Conference Board of Canada, who found that employees returning to work following a physical disabilityrelated absence were more successful (77%) than those returning following an absence due to a mental health issue (60%). While direct comparisons across diverse populations are problematic, findings from the current study are nevertheless consistent with other work-hardening outcomes and suggest a potential improvement in RTW outcome for persons recovering from depression. An overall sense of well-being was reported by participants at follow-up. Of the 12 participants who reported to be working, 11 were either coping or doing well, while one was struggling. Four participants off disability were engaged in meaningful occupation (e.g., retirement, engagement in alternate career search).
Rapid placement into employment settings has been identified as best practice in supported employment programs directed to people who have experienced workforce marginalization in the context of serious mental illness (Bond et al., 2001; Crowther, Marshall, Bond, & Huxley, 2001) . While the length of disability leaves in the context of depression have been considered to compromise RTW (Rytsala et al., 2007) , expectations related to rapid RTW for this population have not been the subject of much discussion. Taken overall, the findings from this study suggest that the timing of RTW in depression might be improved with efforts to engage people with depression in supported occupation-based interventions even before the depression has lifted, along with attention to workplace conditions delivered within the context of an integrated and full disability-management plan.
Many qualitative findings from this study are consistent with those by Haugli et al. (2011) , who found that positive encounters, increased self-understanding, and support from the surroundings were core factors associated with RTW success. The safe and supportive CWH environment emerged as a key intervention element, consistent with literature that discusses the importance of having a welcoming environment for treatment of persons with mental illnesses (Gewurtz & Kirsh, 2007; Haley & McKay, 2004; Mee & Sumsion, 2001 ). The Table 3 Intervention Elements and Gains Highlighted by Participants Element/gain Participant quotation Structure/routine "It was getting into the consistency of having to get up in the morning, get ready for work and go." "Routine and structure was a good thing to get me back into feeling like I could get back to work." Simulations "The work simulations related to my work stood out." "Working on assignments that were similar to what you would be doing at work really helped." Environment "Provides a safe place to try and fail." "She was there if I needed to ask questions or if I didn't feel so well." "Even though it wasn't supposed to be technically a "real one," it still felt like an office environment." Stamina "Absolutely there's no question that by the end of the 4 weeks my stamina and fatigue had improved dramatically." "The whole program kind of helps you recharge your batteries." Cognitive abilities "You don't know what you're capable of doing anymore because you haven't done it for so long . . .your memory doesn't work the same and you don't have the concentration and . . . because the program really helped me out in that way." "It helped open up that part of my brain again." Confidence "It's given me the confidence to move forward." "It gave me a lot of confidence that I could handle the types of assignments that I would get at work." importance of a routine and structure for people recovering from mental illnesses is a recurring theme in the literature (Gewurtz & Kirsh, 2007; Millward, Lutte, & Purvis, 2005; Swarbrick, 2009; Werner, 2012) , and indeed, feedback from study participants endorses this finding. Participants discussed customized work simulations within the context of the work tasks having meaning and direct applicability to them, thereby confirming the importance of occupational meaning that has emerged from other occupationally based practices (Aiken, Fourt, Cheng, & Polatajko, 2011) . Finally, participants placed value on experiential practice with tasks that enabled them to believe in their abilities and transferability of gains to the workplace. This finding aligns with literature that links task mastery to feelings of selfefficacy (Bandura, 1977; Fabian, 2000; Schwoerer, May, Hollensbe, & Mencl, 2005) as well as to literature that highlights the important role that self-efficacy can have on RTW outcomes (Edward & Munro, 2008; Fabian, 2000; Gage, Noh, Polatajko, & Kaspar, 1994; Regenold, Sherman, & Fenzel, 1999; Vining Radomski, 2000) .
Study Limitations
A study limitation is the absence of a control group for analysis of causation. This shortcoming reflects the challenges in reallife conditions, specifically in this situation, where participant recruitment depended on collaboration with insurance companies. With the positive findings emerging in this study, insurance companies may be interested in future study collaborations that could lead to stronger research designs. However, some researchers have favoured the single-group pretest-posttest study design for evaluating interventions (Eng, 2003; Seidel, Miller, & Chow, 2013) . Indeed, Eng (2003) contends that having each participant serve as his or her own control yields more statistical power in evaluating change scores. It is noteworthy that Sang and Eria (2005) utilized the single-group pretest-posttest design in their outcome evaluation of a work-hardening program for manual workers, contending that the use of a control group in a clinical situation is often not feasible for practical or ethical reasons.
In the current study, the lack of a comparison group may not reflect a major shortcoming given that the majority of participants had been on disability leave between 12 to 24 months and each participated in a 4-week CWH intervention. Given the short duration of the intervention compared to the relatively long disability leaves, it is unlikely that the significant improvements (with large effect sizes) that were found in this research would be attributable to natural recovery. Furthermore, the qualitative data obtained at T2 and follow-up strongly reflect participants' perceptions that the intervention had a direct bearing on their RTW outcome.
Another limitation is the small sample size, which reflects a challenge of real-life clinical studies related to recruitment. In this study, there was a limited pool from which to draw potential participants in the sense that candidate participants needed to have had the inclusive diagnosis (i.e., depression), to be at the right point in their recovery (i.e., medically cleared to begin RTW preparation), and moreover, to be working with an insurer who was aware and supportive of CWH. However, the sample size had adequate power to address the primary research objective of assessing change in self-report measures before and after the intervention (as confirmed a priori using GPower 3.1 for pretest-posttest analysis), and indeed this is reflected in the significant medium and large effect sizes obtained in this analysis.
The measures used in this research were self-report in nature, introducing a possible reporting bias (Bhandari & Wagner, 2005; Knauper & Turner, 2003) . Steps were taken to mitigate this potential bias. The risk of responding based on perceived expectations or social desirability was mitigated through the use of RAs in recruitment, test measure administration, and follow-up interviews. Ambiguity in question interpretation was not expected to be a major issue as the chosen measures were well-established self-report measures recognized in the field as having good validity. Furthermore, because the primary interest was in pretest-posttest change scores for individuals, any difference in interpretation between participants is not an issue.
Another limitation relates to the CWH intervention under study being provided by a single occupational therapist. Interpretation of study findings must take into consideration therapist/implementation fidelity (Carroll et al., 2007; Proctor et al., 2009; Schoenwald et al., 2011) and transferability to other therapists and other treatment milieus.
Conclusion
This study found statistically significant improvement in several factors that have been associated with RTW success, namely, self-perceived work readiness, fatigue, and depression severity. Findings from interviews highlighted key intervention elements that substantiated CWH and underscored common gains attributed to CWH participation. Study results show promise for CWH as an intervention that can assist with RTW preparation for people off work due to depression. With the potential of wider adoption by other occupational therapists, this research can be expanded across sites and among more therapists. Finally, this research adds to existing literature that purports the need for occupationally based interventions that address occupational functioning and work recovery to augment the conventional approach of primarily reducing depressive symptom severity for people with depression.
Key Messages
Cognitive work hardening shows promise as an effective intervention for return-to-work preparation for people off work due to depression. Cognitive work hardening brings to the fields of occupational therapy and return to work an occupationally based and client-centred intervention that aligns with core practice enablement skills. The multidimensional nature of cognitive work hardening and its impact on return-to-work preparation was validated through elements such as establishment of routine, engagement in meaningful occupation, coping strategies and behaviour, and pacing techniques.
